GENERAL COMMENTS
1. In the first paragraph of the introduction, it would help readers understand the problem if the authors could add some examples of the magnitude of stigma among CHC providers (and/or providers more generally).
2. Research suggests that the public views mental health and substance use disorders very differently, with higher levels of stigma toward individuals with substance use disorders. Why were these conditions lumped together in the present study? While research is limited, there are also studies suggesting that there is higher stigma toward SUD treatment (especially medication-assisted treatment for opioid use disorders, e.g. methadone). How will potential differences in stigma, and the mechanisms driving stigma, toward mental illness versus substance use disorders be addressed in the intervention? For example, research suggests that compared to mental illness, people are more likely to blame individuals with SUD for their own condition. Will the stigma reduction intervention include strategies tailored for MI vs. SUD?
How were the six CHCs selected? Are the three intervention and control sites matched in any way?
How were the intervention components selected? While the value of contact-based training is clear from the prior literature, which the authors discuss, the motivation for including the other intervention components, particularly the art program, are less clear. A few additional sentences detailing the rationale for each component would help to clarify.
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GENERAL COMMENTS
Overall this is an interesting contribution to the "Proposals" section of the journal. More description is needed to better understand some of the proposed methods (e.g., description of recruitment, samples, and qualitative data analysis plan) and the introduction could be revised for clarity.
VERSION 1 -AUTHOR RESPONSE
Please find our responses below for all reviewer queries.
1) It was unclear why "strengths and limitations" were included in the abstract, as the author guidelines did not appear to indicate this should be included.
This is required when submitting a paper through the online portal
2) The introduction is somewhat repetitive. It would benefit from careful organization/editing for clarity. The introduction should introduce the problem and then make the case for the importance of the proposed study. As currently written, it jumps around a bit.
Two sections were deleted as they were deemed to add little substance to the paper. A small section was added at the end of the introduction to provide more clarification around the project's goals and purpose.
3) More information is needed about the pilot study. How many CHCs were involved? How long did the intervention last? How many people participated?
More detail was added in the introduction about the project. The pilot project was documented at length and is currently in the process of being submitted to a journal.
4) Were the specific strategies to be implemented in this proposal tested in the pilot (e.g., the art intervention)?
Yes -more detail was added about this on page 4. The components were both tested and developed during the pilot.
5) It may be helpful to identify the primary outcome variables of interest for the hypotheses.
These were added on page 5.
6) (The numbering on page 5 needs editing.)
This was corrected.
7) The secondary hypothesis is somewhat confusing as the timing of the study does not seem to indicate that there will be a two-year follow-up (described as 18-month interval with 3 month follow-up in later sections). Please edit the manuscript for consistency when describing the procedure.
This was an error and was corrected. It now reads "3 month follow-up" This was an error and was corrected. Rather than "640", it now reads 78. The participant numbers have been articulated better throughout. For example, in the section which discusses the art component (pages 7-8), it now details that each art program (at each CHC) will have 10 CHC clients and 3 staff -the same participants will attend each week.
9) For the art program, will the same individuals participate each week for 10 weeks or different people each time? What percent of the staff will participate? How will they be selected?
This was detailed in the art section (pages 7-8). The same clients/staff will participate each week as it is a closed group. This is a very small percentage of staff -each site has a different number of staff so difficult to provide a number. Staff participation is voluntary and interested staff can contact the researcher should they wish to participate.
10) Is this intervention held during work hours? If so, were the CHCs amenable to giving up this much "clinical" time for "art" or were other considerations taken into account?
The intervention is held during CHC work hours. This is detailed on page 6. Management will protect staff time to participate in the different areas of the intervention.
11) It would be helpful to include a sample item for each of the measures being used.
Complete.
12) How are the clients and staff being selected who will be interviewed for the qualitative portion of the study?
This is detailed on page 15. Staff can either approach the researcher voluntarily to participate in an interview, or will be identified by one of the CHC Champions. Client participants will be randomly selected from the client list of survey respondents.
13) More information is needed about how the qualitative analyses will be conducted. This should be described in a detailed plan (much like the quantitative analysis plan).
This can be found on page 15.
since this seems to be an important aim.
This has been added to the KT section on page 17.
15) Please revise the title to make it clear this is a study protocol. The title should also
include the study design.
The title has been changed to reflect this.
16) In the first paragraph of the introduction, it would help readers understand the problem if the authors could add some examples of the magnitude of stigma among CHC providers (and/or providers more generally).
More detail was provided in the introduction and references were added to reflect the important of doing this work in CHCs on page 3. We are certainly aware of this which is why one of our tools asks specifically how health centre staff feel about clients with substance use and separately how they feel about clients with a mental health problem. This captures the differences in how stigma is expressed differently with these groups. Analysis will be conducted on this aspect and this theme will be captured in the publication plan.
17)

18) How were the six CHCs selected? Are the three intervention and control sites matched in any way?
This is detailed on page 7 -Research staff have reached out to CHCs in the Toronto area and six Centres have expressed interest. Although there are differences in some of the programming and demographics, the Centres are the same in terms of the overall services they provide, the governing structures, and the populations they serve. More detail was provided in the pilot project section which outlines the development of the components and the literature to back this up. Furthermore, a paper is being developed for publication which details the pilot project at length.
19)
